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and pleuritic and joint symptoms. Proteinuria fell from 13 to 8 g in 24 hours,
but immune complex levels rose again within hours of each session. CH50
fell, but later recovered. Free Clq did not appear. She relapsed after eight
weeks, and two plasmaphereses were performed with FFP to increase
serum complement. Immune complex levels now continued to fall for
several days after exchange, with a substantial rise in CH50 and free C lq
and a decrease in proteinuria to 2 5 g/24 hours. Eight more exchanges with
FFP were used for the third relapse 10 weeks later. This produced a lasting
rise in CH50, persisting free Clq, and normal levels of complexes. Her
hypertension had been resistant to treatment and two months- later she
died suddenly in hypertensive heart failure.

CASE 2

This 55-year-old housewife with systemic lupus erythematosus described
10 years of polyarthritis, severe malaise, Raynaud's syndrome, and facial
rashes with photosensitivity. Simple anti-inflammatory agents and predniso-
lone 10 mg daily were not effective in relieving her joint symptoms.

Investigations-ANF gave a peripheral pattern at 1/320. DNA binding
was raised at 32 units/ml. LE cells were present, with a sheep cell agglu-
tination titre of 1/128. Radiographs showed erosive polyarthritis. Circulating
immune complexes were present in large quantities, 2-0% of total IgG
being in complexes.
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Results-Five initial exchanges with PPF produced only modest results
(see figure). Pain and walkding time improved, but malaise, morning stiffness,
and grip strength were not affected. Complement declined, and complexes
decreased transiently. Three weeks later four exchanges with FFP were
much more effective. Morning stiffness disappeared within three weeks.
Walking time became near optimal. Grip strength and wellbeing greatly
increased. Complement levels returned to normal and immune complex
levels fell and remained near normal for two months. Malaise returned
after one month and arthritis after three months.

Comment

The mechanism of benefit from plasmapheresis is probably multi-
factorial, the removal of reactants in PPL' exchanges being augmented
by the addition of factors in FFEP exchanges. It seems logical to add
complement when there is a relative deficiency, since complement
is thought to be implicated in immune complex clearance.i

Although definite conclusions cannot be drawn from the evidence
of only two cases, we have presented these cases in the hope that

further work will discriminate between the materials used to sub-
stitute for plasma and take note of differences in effect.

This continuing study is funded by the Sir Jules Thorn Foundation.
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Rectouterine fistulation in Crohn's
disease

Fistulation is a frequent complication of Crohn's disease, the reported
incidence varying between 17 and 480%,1 2 small bowel fistulae out-
numbering those from the large bowel by roughly 3 to 1. Most large
bowel fistulae tend to reach the exterior via the vagina, the incidence
of rectovaginal fistulae being 5 to 14%.34 Rectouterine fistulation
in Crohn's disease has not been described.

Case history

A 23-year-old woman originally presented to a gynaecologist in 1964 with
a pelvic mass. At laparotomy this was found to "originate from the bowel,"
but no definitive procedure was performed. A further laparotomy was under-
taken in 1965 after twelve months' ill health, when Crohn's disease of the
terminal ileum and sigmoid colon was found. The terminal ileum was
resected with end-to-end anastomosis and sigmoid colectomy performed
with formation of a terminal left iliac fossa colostomy. Alimentary continuity
was re-established in 1968 by colorectal anastomosis, there being no evidence
of active Crohn's disease at laparotomy. The patient remained well until
1973, when an anal fistula developed after incision of an ischiorectal abscess,
and in March 1974 she developed a faeculent vaginal discharge but refused
investigation or treatment. Nevertheless, in April 1976 after five months'_m I ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~..._i;....... ..:
An oblique pelvic x-ray film after a gastrografin enema showing a stricture
in the pelvic colon and a fistula between the upper rectum and uterus.
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severe vaginal discharge and recurrent labial abscesses, she agreed to an
examination under anaesthetic, and a rectovaginal fistula was identified.
She refused surgical excision of the rectum and was treated with oral pred-
nisolone.
The patient was re-admitted to hospital as an emergency in August 1976

with a three-day history of malaise, rigors, suprapubic pain, and four months'
amenorrhoea. Her temperature was 39 0 C and pulse rate 112/minute.
There was definite lower abdominal tenderness but no evidence of peritonitis.
Investigations disclosed a haemoglobin of 9-7 g/dl and a white cell count of
16 x 109/1. Plain x-ray films of the abdomen showed a pelvic soft tissue mass
and in the erect position a fluid level in what appeared to be a pelvic abscess.
An examination under anaesthetic was performed before laparotomy, when
a suprapubic mass was palpated, arising out of the pelvis. At operation
this mass was found to be a large intrauterine abscess and there was no
evidence of any other pelvic abscesses. There were extensive pelvic adhesions
from the previous surgery. The abscess was drained by opening and mar-
supialising the fundus of the uterus, the edges being sutured to the lower
end of the abdominal incision, and rapid symptomatic improvement followed.
A gastrografin enema performed on the fifth postoperative day showed a
long stricture in the pelvic colon with a fistulous communication between
the upper rectum and the uterus (fig), the latter containing faeces. No
rectovaginal fistula was demonstrated. A defunctioning transverse colostomy
was performed five days later. After this procedure, the discharge from the
uterine cavity gradually diminished and the drainage track closed within
three weeks. There has been no overt reassertion of the uterine sepsis.

Discussion

The proxim-iity of the sigmoid colon and rectum to the vagina is
generally held to be responsible for the high incidence of recto-
vaginal fistulae in colonic Crohn's disease. Probably the greater
thickness of the uterine wall precludes the development of a recto-
uterine fistula. Nevertheless, colonic surgery had been performed
twice in this patient-initially a sigmoid colectomy and later a colo-
rectal anastomosis-and perhaps this was the predisposing factor in
the development of the rectouterine fistula.
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Post-traumatic reflex sympathetic
dystrophy syndrome (Sudeck's
atrophy): effects of regional
guanethidine infusion and salmon
calcitonin

Patients with reflex sympathetic dystrophy syndrome (RSDS)'
develop a localised high-turnover osteoporosis due to increased
osteoclastic resorption, partly stimulated by immobilisation, and
dependent on the presence of an intact thyroid and parathyroid.
The affected hand is painful, swollen, and moves poorly, with trophic
skin changes and vasomotor instability. Calcitonin may relieve bone
pain and reduce increased osteoclastic activity in patients with Paget's
disease of bone.2 Guanethidine has been used to produce local sym-
pathetic blockade in many conditions.:' As RSDS comprises increased
osteoclastic activity and sympathetic dysfunction, we investigated
both calcitonin treatment and guanethidine blockade in a patient
with post-traumatic RSDS (Sudeck's atrophy).

Case report

A 35-year-old lorry driver had his left hand crushed in December 1975.
There were no fractures. After an initial period of recovery, the hand became
increasingly painful and swollen. When seen in April 1976, his hand was
immobile and swollen, and the skin was white with blue mottling. There
was excessive palmar sweating and tenderness of the metacarpophalangeal
and proximal interphalangeal joints. The fingers were held in flexion and
could only bend a few degrees. The clinical diagnosis of RSDS was con-
firmed by the radiographic appearances of widespread patchy osteoporosis.
He had physiotherapy but did not improve, and was therefore started on
salmon calcitonin treatment (Calsynar; Armour Pharmaceutical Co Ltd),
50 MRCU twice daily. Before the first injection a bone scan was performed
using Tc-labelled ethaine hydroxydiphosphonate (EHDP), which showed
an increased uptake in the affected hand.
The calcitonin produced an immediate reduction in the serum calcium

concentration of blood taken from the left forearm. No fall in serum calcium
was observed in blood taken simultaneously from the right side (figure).
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Serum calcium concentrations before and after a single
intramuscular injection of salmon calcitonin 50 MRCU.
Samples were obtained simultaneously from catheters in
left and right median cubital veins. Serum calcium was
measured by atomic absorption spectrophotometry.

Conversion: SI to traditional units-Calcium 1 mmol/lz
4 mg/100 ml.

After one month's treatment no clinical improvement was observed, although
there was a considerable reduction in the uptake of EHDP in the affected
left hand. We then induced blockade with guanethidine, using the technique
of Hannington-Kiff.3 Within 12 hours the hand was much less swollen,
had returned to its normal colour, and the hand and metacarpophalangeal
joints were mobile and pain-free. Nevertheless, the middle and ring fingers
remained white, immobile, and painful; hence five weeks later the procedure
was repeated using a more distal injection. This produced a considerable
and lasting improvement in the colour, range of movement, and level of
pain in the two affected fingers.

Comment

Regional intravenous infusions of guanethidine produced a striking
clinical improvement in this patient. RSDS may be a reflex-arc
phenomenon, the efferent pathway being postganglionic fibres that
are blocked by guanethidine. This blockade is sustained and is more
complete than surgical sympathectomy, which is usually disappointing
in RSDS. The absence of symptomatic improvement during the
administration of salmon calcitonin was disappointing, as excellent
results have been reported in patients with RSDS4 with the use of
pig calcitonin, which may account for the difference. Salmon calcitonin
did produce an immediate reduction in bone resorption, however,
shown by the fall in serum calcium in the blood taken from the
affected limb.5 This confirms the presence of an increase in osteoclastic
bone resorption in RSDS. Inhibition of bone resorption persisted
during the administration of calcitonin, as shown by a quantitive
reduction in the uptake of labelled EHDP in the second bone scan.
Our observations suggest that guanethidine may be a valuable thera-
peutic agent in patients with established RSDS. In our experience,
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